Diabetes in Indigenous Peoples -
When nothing seems to be working!

David Dannenbaum
ddannenbaum@gmail.com

Dec 4, 2019
McGill Family Med Refresher Course
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objectives

1. Understand the barriers and effective
solutions to reaching diabetes targets

2. Treat the person - not the numbers,
and the numbers will come down!

3. Adjust our expectations and understand
we are succeeding!

4. Come out of It as better physicians..
| promise!




We can not solve our problems
with the same thinking we used
when we created them.

Albert Einsteln



CLINICALSITUATION 1

Amanda, a 25 years-old woman, comes at your office today for

a new diabetes diagnosis.

She was diagnosed with pre-diabetes at her 6 weeks post-
partum glucose test 3 years ago when she had her daughter;

she was GDM during her pregnancy.

Amanda tells you that she does not want to take medication.
She is ready to make some changes in her lifestyle.

Personal history:

Pre-diabetes x 3 years
GDM: 2015

Family history:
- Mother: Diabetic with nephropathy stage 4,
HTN, DLP

- Father: MCAS, HTN, DLP

Medication: NOMNE

Lab results: 2018-05-02

Alc: 6,6 %

ACR: 0,2 mg/mmol
eGFR: 120 ml/min
LDL: 1,2 mmol/L

Physical exam:

Capillary glycaemia: 8,2 mmol/L

BP: 129/76 mmHg
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2018 Diabetes Canada CPG — Chapter 23. Cardiovascular Protection in People with Diabetes

Vascular Protection Checklist

v' A+ A1C — optimal glycemic control (usually <7%)

v' B « BP — optimal blood pressure control (<130/80)

v' C ¢ Cholesterol — LDL-C < 2.0 mmol/L or >50%
reduction If treatment indicated

v D ¢ Drugs to protect the heart

A - ACEior ARB | S—Statin | A—ASAif indicated | SGLT2i/ GLP-1RA
with demonstrated CV benefit if type 2 DM with CVD and A1C not at target

v E ¢« Exercise / Healthy Eating

v' S « Smoking cessation

ACEI, angiotensin converting enzyme inhibitor; ARB, angiotension
receptor blocker; CV, cardiovascular; CVD, cardiovascular disease; DM,



How well are the Cree managing DM?

Al1C< 7.0% 37%
BP< 130/80 40%
C-LDL < 2.0 (high risk) 46%
D- on ACE/ARB** 82%

S - Not Smoking™** 86%

Source: CDIS, 2014 update or
**CIRCLE study - chisasibi



2017 - even worse! 34.5%

Proportion (%) of JBNQA Cree beneficiaries aged 20 years or over with type 2 diabetes
by level of their last A1C result by age group, Eeyou Istchee, January 1st, 2016 to
December 31st, 2017

31.9
20 to 29 years 23.3
44.8
30.0
30 to 49 years 28.6

37.8

50 years and + 32.7

0.0 10.0 20.0 30.0 40.0 50.0 60.0
[ Target I High B Very high
<7.0 7.0t0 8.5 > 8.5

Source: CDIS, January 2018
I



Why do 63% Cree have A1C
above target?

1) patients don't care about their diabetes
2) patients don't listen to advise of doctor
3) patients don't take their meds

4) patients don't follow diet

5) patients don’t come to their appt.

Cree Board of Health and
Social Services of James Bay



Maybe..

Maybe it Is not the patients fault?

Maybe | am not listening to what the
patients need?

Maybe | need to change??

Cree Board of Health and
Social Services of James Bay



DIABETES
CANADA

2018 Clinical Practice Guidelines

Type 2 Diabetes and
Indigenous Peoples

Chapter 38

Lynden Crowshoe MD, cCFP, David Dannenbaum MD,
CcCFP, Michael Green MD, MPH, CCFP, FCFP, Rita
Henderson MA, PhD, Mariam Nagshbandi Hayward

MSci Ellen Toth MDi FRCPC



18 Diabetes Canada CPG — Chapter 38. Type 2 Diabetes and Indigenous Peoples

Key Messages

* Diabetes management targets in Indigenous

peoples should be no different from general
population

A focus on building a therapeutic relationship
with an Indigenous person with diabetes is
Important rather than a singular emphasis on
achieving management targets

* The current poor success at achieving
management targets highlights the limitations of
health services when they are not relevant to the
social and cultural contexts of Indigenous peoples

DIABETES
CANADA
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2018 Diabetes Canada CPG — Chapter 38. Type 2 Diabetes and Indigenous Peoples

Key Messages

* A purposeful process of learning and continuous
self-reflection is required by the health-care
worker to understand their own ongoing biases
and then integrate Indigenous-specific contexts
within the clinical approach to diabetes
management

DIABETES
CANADA

.



Are you thinking....

1) patients don't care about their diabetes
2) patients don't listen to advise of doctor
3) patients don't take their meds

4) patients don't follow diet

5) patients don’t come to their appt.

Cree Board of Health and
Social Services of James Bay



2018 Diabetes Canada CPG — Chapter 38. Type 2 Diabetes and Indigenous Peoples

Practical Tips for Health-care Providers

« Acknowledge the legacy of colonization and its ongoing
adverse effects on Indigenous health. This legacy:

« Maintains socioeconomic disadvantage that limits healthy
choices (diet, physical activity, adherence to medication, etc),
increases levels of stress, and decreases capacity for self-care
and healthy behaviour change

» Perpetuates a toxic social environment for the individual,
family, and community with pervasive and accumulated
psychosocial adversities throughout the life-course

« Stirs experiences of shame and stigma with a diagnosis of
diabetes

« May recall residential school like conditions with health-care
provider expectations that Indigenous people with diabetes will
acquire diabetes knowledge and produce “test” results

BHABETES
SARAL



What are we doing today In
our clinical practice to
continue this trauma?

You have diabetes (no | don't...)

You must stop eating goose
greese, you must walk every day.
You must change your living..

You must take these meds ....



Smoking cessation in pregnant women:

Many victims of intimate partner violence,
and were concerned about home security

smoking was a coping mechanism and an
opportunity for social interactions.

Having someone from a middle class
environment telling then that they should
guit smoking was perceived as punitive.

Dr Jeffrey Reading



018 Diabetes Canada CPG — Chapter 38. Type 2 Diabetes and Indigenous Peoples

Practical Tips for Health-care Providers

*» Engage and connect broadly with the Indigenous
- community to:

* Implement prevention efforts and screening, with
special attention to children and pre-gestational
women, as well as the building of culturally sensitive
inter-professional teams, diabetes registries, and
surveillance systems

* Foster positive relationships at the individual, family,
and community levels that advocate for family and
community resources for Indigenous peoples

* Include traditional and cultural leadership to learn
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2018 Diabetes Canada CPG — Chapter 38. Type 2 Diabetes and Indigenous Peoples

Practical Tips for Health-care Providers

* In clinical interactions, recognize, explore and
acknowledge:

* Discord within the therapeutic relationship that may arise
from heightened apprehension by the Indigenous person
with diabetes as well as emotional reaction to prejudice,
power and authority asserted by health-care providers

* Interconnectedness between socioeconomic disadvantage,
adverse life experiences and capacity for managing diabetes

 One’s own (i.e., the health-care provider’s) concepts of
health, diabetes care and assumptions about Indigenous
perspectives

 The Indigenous person’s preferences and barriers for re-
connecting and integrating cultural resources and
traditional approaches to care

DIABETES
CANADA

NOT FOR COMMERCIAL USE
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‘Sweet Blood -Living Well
with diabetes” DVD

https://www.youtube.com/watc
h?v=00aCzJ6TLRO



Doctor — Patient relationship 1




Doctor patient relationship 2




Case 1 — a tough case In El

61 yo F on HD
DM2 x 25 yrs HD started 2017

trajenta 5 mg Bisoprolol 2.5
Recent added diamicron Lasix 20 BID
Ramipril 10 Calcium 500 BID
Vit D 1000 DIE Renagel 600 TID

Refuses CBGM refuses insulin

glu preHD 18, post HD 12 . Al1C 10.4%
“What oral agents safe are in ESRD”
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Figure 2
Antihyperglycemic medications and renal function. Based on product monograph precautions.

CKD Stage: lor2 3a 3b 4 5

Alpha-glucosidase
P .v inhibitor = Acarbose (Glucobay)

Biguanide —{ Metformin (Glucophage)
Alogliptin (Nesina)
Linagliptin (Trajenta)
Saxagliptin (Onglyza)
Sitagliptin (Januvia)
Dulaglutide (Trulicity)
Exenatide (Byetta)
Exenatide QW (Bydureon)
Liraglutide (Victoza)
Lixisenatide (Adlyxin)
Gliclazide (Diamicron)

DPP-4 inhibitors —

GLP-1R agonists —|

Insulin ~
tagogues ] Glimepiride (Amaryl)

Glyburide (Diabeta)
Repaglinide (GlucoNorm)
Canagliflozin (Invokana)
SGLT2 inhibitors — Dapagliflozin (Forxiga)
Empaglifiozin (Jardiance) |
Pioglitazone (Actos)
Rosiglitazone (Avandia)

Thiazolidinediones —

Insulins

3 use alternative agent [ dose adjustment required ] caution

[ do not initiate B dose adjustment not required

*May be considered when indicated for CV and renal protection
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Case 2- a harder case In El..

39yoF DM2 X 15 yrs
microalbuminuria, HTN, DLP

Lantus 150 HS H 60 -60 — 60- 0
Trajenta 5

Lipitor 10
Unable to tolerate metformin

“Want to decrease her insulin, should |
add Victoza and empagliflozan”
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55 YO F DMx 15yrs, 20 pills/day!!

NPH 0-0-0-76 Humalog20-20-20-0
Metformin 1 gm BID plaquenil 200 BID
metoprolol 12.5 BID Fenofibrate 200 gD

Calcium 500 BID trajenta 5 gD
Valsartan 16011 gD HCTZ 25 gD
Vit D 10,000 g wk Atorvastatin 20 QgD

Synthroid 175 u gD Amlodipine 10 mg gD
Reactine 10 gD ranitidine 150 BID
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New meds - 10 pilis/d

IPH 0-0-0-76 Humalog 20 — 20 — 20- 0 adjust on
wn

letformin 1 gm BID plaquenil 200 BID
\torvastatin 20 qD Valsartan—HCT 320/25 gD
ynthroid 175 u gD Amlodipine 10 mg gD

it D 10,000 g wk

eactine 10 gD PRN ranitidine 150 BID PRN



Doesn't mean
ignore CPG,

but realize when
meds are not your
best tool...



Effect of reducing HbA,.: UKPDS

1% reduction in HbA . significantly reduced
the risk of diabetes-related complications

Any diabetes- Diabetes- Amputation
related related Microvascular Myocardial or death
endpointt deaths complications infarction from PVD Stroke
Reduction
inrisk 9]
(%) -20 1 . *%k
-30 -
x " -14% -12%
-40 -
-21% -21%
-50 -
*
-37% *
-43%

UKPDS, United Kingdom Prospective Diabetes Study
PVD, peripheral vascular disease
Median follow up = 10 years, n = 3642 for relative risk analysis
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*p < 0.05
** < 0.01

*%
*%

Relative risk reduction for intensive
vs conventional treatment (%)

Adapted from: N Engl J Med 2003;348:383-93



What does A1C tell you?

HbAlc Is a marker of
soclal distress

S D¢



What can you do?

« Be aware to avoid a power imbalance.

* Developing a therapeutic relationship with
your patients will allow you to understand the

barriers to their care, and address them when
the patient is ready.

* Develop acceptable prevention plan based
on the current reality of the patient.



What should you not do?

Don’t try and scare your patient into doing what
you tell them to do.

Don’t provide too much information at one time

Don’t expect perfection immediately.



Only just starting the
healing process...

“[In residential schools] children were forbidden to
speak their own languages, and most were
emotionally, physically, and sexually abused. This left
a legacy of lost language and traditions, destroyed self-
esteem, and unestablished parenting skKills.

As adults, many turned to alcohol and drugs to relieve
the mental pain, resulting in fragmented communities
and multigenerational trauma. The last residential
school closed in 1996, and only in the summer of
2008 did the Canadian government finally offer an

apology.”

* Data source: Macaulay A. Improving aboriginal health: How can health care
professionals contribute? Canadian Family Physician 2009; 55: 334-336.



What are we doing today In
our clinical practice to
continue this trauma?

You have diabetes (no | don't...)

You must stop eating goose
greese, you must walk every day.
You must change your living..

You must take these meds ....



Smoking cessation in pregnant women:

Many victims of intimate partner violence,
and were concerned about home security

smoking was a coping mechanism and an
opportunity for social interactions.

Having someone from a middle class
environment telling then that they should
guit smoking was perceived as punitive.

Dr Jeffrey Reading



Last case — | promise!

52 yo F
DM 2 yrs smoker 1 ppd
Al1C 7.5% LDL 35 ACR77

Meds : metformin 850 TID Cardizem CD 360 qD
atorvastatin 40 gD HCTZ 259D
glyburide 10 BID atacand 32 qD
ASA 80 gD CaCO3 500 BID
vitamin D 1000 gD Fe SO4 300 BID

last visit —-jan 2016 BP 180/95

Cree Board of Health and
Social Services of James Bay

Wt 122 kg



munity:

ler:

of birth:

of diabetes:

TYPS € OTT—
2014-03-25

Delete Patient Edit Patient

of diagnosis:

setes history

Type of diabetes

-03-25 Type 2 DM

ent's Health Care Workers
CHR

MD
Nurse
Nutritionist

HBA1C Journal

0.078 0.07%:97%.075
ﬂ —

0.069 '
0.070 4 0.0e(b/Normal hbate: 0.070
0.063 ™
0.062
0.063 4 \ e ——————— 9

Target hbate: 0.06

0.055 4
01/2010 0172011 01/2012 0172013 01/2014 0172015 01/2016 01/2017
LDL Journal

5.00 -

4.00 3.503.52

3.10—__—_—-—___ e
S 2'52_———/

2.00 4 Normal Idl: 2.00
1.00 4
01/2010 01/2011 01/2012 01/2013 01/2014 01/2015
AC Ratio Journal
215.3 J r
161.7 4
108.2 94'83 -
67.2 T r
54.6 _\0.0 \
25.7
‘.C‘

Normal acratio: 2.0



w
o

Body language shows something is
bothering her.

Doesn’'t make eye contact
Didn’t bring CBGM meter or meds

She is very worried about her husband'’s
diabetes, he Is not taking care of it, his
parents both died of ESRD....

ee Board of Health and
cial Services of James Bay



Cree Board of
Social Services
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Pre-Diabetes

Fasting sugar level :

Above 7
: |
| I Between
' Pre-Diabetes: 6 and 7
I
Below 6

Pre-diabetes is a warning sign.
Ask for the pamphlet to learn how to
prevent diabetes.

1IN Consaltrcetssaméotdessarvices socieuxdela Bae James
v P cd>* bY AlMA 9A* <daablChob*
“Troe Bosrd of Health and Social Services of James Bay




Normal : Prediabetes !
FPG <5.6 mmoll ! FPG 5.6-6.9 mmol/l :
; ;
i L
: i Compensatory :
insulin +  hyperinsulinemia '
& | sensitivity : :
e : :
& ' .
c ' Progressive J
© beta-cell failure g
o N\,
10§
=
o
Plasma
insulin
6.0 -

——

B e o S
Plasma glucose

Diabetes

FPG =>6.9 mmol/l

Hyperglycaemia

Failed beta-cell

d

Cree Board of Health and
Social Services of James Bay Time




Intensive Lifestyle Intervention Effectively
Prevents Progression From IGT to T2D

Diabetes Prevention Program

(N=3234)
12 11
10
b
o ®©
5 > 8
S c
o O
£ g 6
& 0
3 =)
ey
G
oy 2
O -
Intensive lifestyle Metformin Placebo
intervention* 850mg BID (n=1082)
(n=1079) (n=1073)

*Goal: 7% reduction in baseline body weight through low-calorie, low-fat diet and =150 min/week moderate intensity exercise .
IGT, impaired glucose tolerance; T2D, type 2 diabetes.
DPP Research Group. N Engl J Med. 2002;346:393-403.
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Effect of Lifestyle Modification and Metformin on
Cumulative Diabetes Incidence

60

55.0

$

~ 50

S

c 40.5

% 40 39.3

O

£

o 30

=

©

s 20

=

3

> 10

(9p]

O -

Control Lifestyle Metformin
(n=136) Modification (n=133)

(n=133)

Ramachandran A, et al. Diabetologia. 2006;49:289-297.

39.5

Lifestyle
Modification
+ Metformin

(n=129)

61



10-Year Incidence of T2D

DPP Outcomes Study

(N=2766)
- 60— ----- Placebo
S —— Metformin
@ 50— —— Lifestyle
v
o
v]
£ 30- X
)
2
E 20 — _l'_
>
£
S
()

10 — ff;_

DPP, Diabetes Prevention Program; T2D, type 2 diabetes.
DPP Research Group. Lancet. 2009;374:1677-1686.
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Multiple, Complex Pathophysiological
Abnormalities in T2DM

e~ )

Insulin
secretion

pancreatic
glucagon

H secretion pa
gut \ | ,’ (9
carbohydra
T HYPERGLYCEMIA ¥ d

absorption

peripheral
glucose
uptake

*e

renal . 3
glucose - * SO
excretion

Adapted from: Inzucchi SE, Sherwin RS in: Cecil Medicine 2011
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production



Multiple, Complex Pathophysiological
Abnormalities in T2DM

GLP-1R Insulin | .
* agoNiStS |unkEra _ﬁ pancreatic

BN Glinides B
Incretin

Insulin

Sl S secretion
L9V DPP- pancreatic
o\ |nh|b|ths " glucagon
7 4 @ secretion
carbohydra | Y }
delivery &
absorpti

\ A 135,} S peripheral
hepatic ™SRRIy TeNal MieiGe e lg'ucise
glucose - lglucose #* ULl uptake
production 'V excretion s

Adapted from: Inzucchi SE, Sherwin RS in: Cecil Medicine 2011



Addressing social
determinants of health

UNDERSTAND issues and be non judgementa

Offer time for discussion, share about yourself!
Listen.... Don’t speak.

Encourage and celebrate small changes
Be there whey they are ready!



Conclusion

» Strategies to control in Indgenous
populations requires a multi-factorial
approach to CV disease risk factors, .




Conclusion

... taking into account the cultural
realities of living with diabetes in First
Nations.

To do this, you must get to know who
your patients are, and develop a
trusting therapeutic relationship with
them.
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